SUMMARY The sodium intake of preschool children in their home environment was investigated and the major sources of sodium other than added table salt identified. Thirty five children from a Southampton general practice were studied. Twenty four hour urinary sodium excretion was measured as a reliable indicator of daily total sodium intake. The daily intake of sodium other than that from added table salt, and of potassium and other nutrients, was also calculated from three day dietary diaries collected using the household measures method. Median excretion of sodium was 62 mmolI24h (range 28-105, 28 urine collections) and of potassium was 25 mmol/ 24 h (range 14-46). The sodium:potassium ratio was 2-7 (1.4-5.2). From the diaries, the average daily intake of sodium was 68 mmol (32-98) and of potassium was 47 mmol , and the sodium:potassium ratio was 1-4 (0-5-2.7) (median and ranges, 35 children). Foods contributing more than 30 mmol sodium to one day's intake were mainly processed convenience foods. 
The processes that lead to essential hypertension in adults are still not clear, but there is considerable evidence to support an interaction between genetic and environmental factors in determining blood pressure and occurrence of hypertension.' 2 There are data to suggest some consistency of rank order of blood pressure during childhood from as early as 4 years of age,3 4 and the idea has developed that essential hypertension is a process that starts early in life. If this is so, prevention may be possible through control of environmental factors in childhood. ' Excessive sodium consumption5 or a diet low in potassium relative to sodium6 have been incriminated as causative factors. Although neither has been proved definitely, recent nutritional guidelines for the United Kingdom recommend reduction in sodium intake that is thought to be needlessly high.7 8 A World Health Organisation study group similarly recommended moderate reduction of the sodium intake of children.' A high sodium intake in early life may condition children to a lifelong high salt appetite. 9 In view of all the recent interest, it is surprising how little is known about the sodium consumption of young children in this country. Twelve Australian children aged 3-5 years had seemingly high sodium intakes, probably mainly from processed foods.1'( This study aimed to evaluate the sodium intake of healthy [3] [4] [5] families were drawn from all social classes, with most from classes II and III.
Results from the urine collections ( Results from food table analysis of the dietary records. All the mothers completed the diaries, 31 for three days and four for two days. An average intake of each nutrient was calculated for each child ( Table 3 ). The overall mean energy intake was 89% of the relevant recommended dietary allowances for age and sex. 16 The mean contributions of protein, fat, and carbohydrate to total energy intake were without this were identified as mainly processed convenience foods such as beefburgers, baked beans, and soups-foods that the general public does not usually consider 'salty'. The children were not exposed to 'take away' foods, and their diets were not atypical in any obvious way. The mothers confirmed the long recognised problems of feeding younger preschool children, and many explained that their children refused the family meals and so were provided with separate 'acceptable' foods, which were generally some kind of processed foodstuffs. This might have accounted for the high sodium to energy intake in the younger children.
There is some evidence that a high potassium intake may protect against the hypertensive effects of sodium, and that exposure to a high sodium/low potassum intake may be a cause of hypertension in susceptible individuals.7 There are no guidelines for the optimal dietary sodium:potassium ratio. In genetically salt sensitive rats a ratio of less than 2-0 protects against hypertension. The ratio in human milk is 0-6 to 0-7.19 In adults the sodium:potassium ratio in urine has been used as an assessment of the dietary ratio. 6 The results from this study, however, suggest that this might be misleading in childhood, as the ratios calculated from the diaries were lower than those from the urinary analyses. The difference was attributable to the potassium content-median 47 mmol/24 hour from the diaries and 25 mmol/24 hour from the urine. Non-renal losses of potassium might account in part for the discrepancy, but there have been few carefully conducted electrolyte balance studies in healthy young children to provide firm data. On a dietary potassium intake of 2-27 (SD 0.80) mmol/kg per day the urinary potassium excretion of eight healthy children aged 6 
